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Hitoshi Iwata, MD, PhD,b and Hiroshi Takiya, MD, PhD,a Gifu, JapanPulmonary sequestration is a malformation composed of
dysplastic lung tissue without normal communication with
the tracheobronchial tree and with an anomalous systemic
arterial supply.1 Few cases of pulmonary sequestration in-
fected with tuberculous or nontuberculous mycobacterium
have been reported.2-4 However, all of those reports were
of intralobar pulmonary sequestrations. In the present article,
we describe the first case of extralobar sequestration infected
with Mycobacterium gordonae.
CLINICAL SUMMARY
In August of 2005, a 72-year-old woman was referred to
the Gifu Prefectural General Medical Center for abnormal
shadow on chest x-ray. Contrast media-enhanced com-
puted tomography (CT) revealed an aberrant arterial supply
arising from the left gastric artery to the left basal area
(Figure 1, A and D). Venous drainage from the basal
area was through the left lower pulmonary vein (Figure 1,
D). Pulmonary sequestration was diagnosed, and surgical
intervention was recommended. However, she rejected sur-
gical intervention. In November of 2007, she was referred
to the Gifu Prefectural General Medical Center again for
a persistent fever and consolidation on chest x-ray and
CT (Figure 1, B). Pneumonia associated with pulmonary
sequestration was diagnosed, and she was treated with an-
tibiotics (clarithromycin). At that time, she accepted the
recommendation for surgical intervention. On her admis-
sion in January of 2008, pneumonia on chest CT was im-
proved but consolidation in the basal area was residual
(Figure 1, C).
We scheduled a left lower lobectomy because the ve-
nous drainage through the pulmonary vein suggested an in-
tralobar sequestration. Via a lateral thoracotomy, the
sequestrated lung was surrounded by independent pleura.
Neither obvious adhesion nor connection with the normal
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vein. We diagnosed it as extralobar sequestration and
planned a simple excision of the sequestrated lung. We di-
vided the aberrant artery and drainage vein and excised the
sequestrated lung using a linear stapler. The postoperative
course was uneventful.
Histopathologic study revealed destruction of alveolar
and reconstruction of respiratory epithelium within its own
pleura. The alveolar spaces were filled by mucoid or mono-
nuclear cells. Caseating epithelioid granulomas and Lan-
ghans’ giant cells were also observed (Figure 2). The
diagnosis was of an extralobar pulmonary sequestration in-
fected with Mycobacterium. M. gordonae was identified
from the culture of preoperatively collected sputum and sur-
gical specimen by the DNA–DNA hybridization method.
Postoperative antimycobacterial chemotherapy was not per-
formed because of the patient’s rejection and lack of any
clinical symptoms.
DISCUSSION
Pulmonary sequestration is a malformation composed of
dysplastic lung tissue without normal communication with
the tracheobronchial tree and with an anomalous systemic
arterial supply.1 A sequestration without any separation in
the pulmonary lobe is classified as intralobar sequestration,
whereas a sequestration with independent pleura is classified
as extralobar sequestration. Almost always, venous drainage
is to the pulmonary veins in intralobar sequestration and to
a systemic vein in extralobar sequestration. In extralobar se-
questration, venous drainage into the pulmonary vein, as
found in our case, is rare.5 Although respiratory distress, in-
trapleural hemorrhage, or congestive heart failure caused by
left-to-right shunt may represent the revealing symptoms, re-
peated bacterial infections are the most frequent modality of
presentation of the disease. In our case, M. gordonae was
responsible for the infection. Few cases of intralobar
pulmonary sequestration infected with tuberculous or nontu-
berculous Mycobacterium have been reported.2-4 In those in-
tralobar sequestration cases, Mycobacterium might have
reached the sequestration through Kohn’s pore or the blood-
stream. A hematogenous route was less possible in our case
because any other evident site of pulmonary or extrapulmo-
nary Mycobacterial infection was absent. On the other hand,
infection through the Kohn’s pore was possible for 2 rea-
sons. 1) Our case had a partial continuity with the normalardiovascular Surgery c Volume 137, Number 1 e23
Brief CommunicationsFIGURE 1. CT scans in August of 2005 (A), November of 2007 (B), and January of 2008 (C). Contrast media-enhanced 3-dimensional CT scan (D).lung just around the left lower pulmonary vein, which was
the drainage vein. 2) Extension of pneumonia to the normal
lung was revealed by CT scan in November of 2007.
FIGURE 2. Histopathologic appearance of the sequestrated lung.e24 The Journal of Thoracic and Cardiovascular SurCONCLUSIONS
Infection with Mycobacterium may complicate a case
even in extralobar pulmonary sequestration in the absence
of any other apparent site of Mycobacterium infection. Sur-
gical intervention allows the establishment of the exact diag-
nosis (eg, intralobar or extralobar) and the immediate
removal of the infectious focus.
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